A career in Intensive Care Medicine (ICM) requires an enquiring mind, technical skills, diagnostic capabilities, organisation, leadership qualities and the ability to communicate empathetically at many levels. It should, in theory, be one of the most attractive medical specialties due to the breadth of clinical care we provide, the ability to combine clinical and academic pursuits, the team environment in which we work, and the rewards of working in an acute area of medicine. In an editorial that follows this foreword, however, Akshay Shah and colleagues summarise the findings of a survey performed by the Intensive Care Society Trainee Committee to identify barriers to a career in ICM. The results are of concern but will be of no surprise to most working in busy intensive care units (ICUs). The headline is that more than 75% or respondents identified work-life balance and sustainability/burn-out as barriers to choosing ICM as a career. As with all surveys, there are limitations and it is possible that the relatively small sample of respondents is not representative of the wider ICM community; however, the findings ring true subjectively with personal experiences working with senior and junior colleagues locally and nationally.
As I reach my late 40s, I am seeing more and more of my ICM contemporaries suffering physical and emotional health issues, with work stress perceived and cited as the main cause. There are few (if any) predicting to work beyond the age of 60; many are focusing on retirement or exiting the specialty by the age of 55. For several reasons, this should be cause for grave concern to our specialty, those who represent us, and the wider medical community. Most obviously, early retirement or exit from the specialty will generate a workforce deficit that will need to be filled. Those who are dual accredited will have their primary specialty to fall back on if they wish to continue working in medicine but not in ICM. Those with single specialty ICM training will not have this option; for them, the options will be to stay, leave (retire) or retrain in another area. Given the current changes to pension benefits in the UK and elsewhere, early retirement will be, for most, an impossible dream (though some may choose to accept a tighter financial position in exchange for longevity and 'life away from work'). An additional worry is the observation of high-quality trainees dismissing ICM as a career due to the lifestyle and sustainability challenges; in some cases, these concerns have resulted in trainees dropping out of ICM training. This (my) view is, of course, subjective; however, through numerous clinical and non-clinical roles I am yet to encounter a consultant or trainee colleague who disagrees with this perception.
It is unclear how ICM will be delivered at a consultant level in the years to come, but the emerging theme is that the onerous out-of-hours commitment and intense nature of the job are resulting in vital barriers to both entrance and retention in our specialty. There is an obvious solution -namely to increase the numbers of intensive care physicians drastically in order to make rotas more manageable and provide the sustainability to make ICM attractive again. There are problems with this, however. The global recruitment drives within medicine are currently for General Practice and Emergency Medicine. Any appetite to address a potential future workforce crisis in ICM may be suppressed by the immediate needs in these other areas. There is also a challenge in job planning for such a large number of intensivists if they have no other specialty training (i.e. if they are single specialty trained). This may be possible in large 'super' ICUs, but for many there will be insufficient work available within the ICU to justify full-time positions for a larger number of intensivists. Larger ICUs have the advantage of being able to justify several consultants attending during the day with a different (often reduced) tier on call at night; such units may be able to provide large numbers of fulltime ICM positions due to a combination of day and night time commitments, and with this may come a more sustainable work-life balance. There is, however, a risk with this model; namely a 'creep' in the ratio of patients to consultants to levels beyond those currently considered to be best practice. Both national and international standards exist for the optimum intensive care consultant to patient ratio; what these standards don't take into account is the amount of work pressure on the consultant from outside the ICU. This is a vital statistic, as pressure from ward and Emergency Department referrals may warrant a second tier of ICM consultant cover. Gaining support and funding for such additional tiers can, however, be a challenge -not least because we have an amazing habit of coping with these additional burdens of work, and compensating for systemic failures. In so doing, we remove any incentive for hospital management teams to address the problem which impacts on both patient safety and staff health. Strong leadership and an intransigent, united position are required in such situations.
Another solution to increasing our numbers is to re-adopt the past model of having individuals with 'an interest' in intensive care (but from a different 'base' specialty) supplementing the on call rota to assist a core group of full-time intensivists. This model is not without its problems, and while some may find it an attractive proposition, others will consider it to be a major step backwards in the evolution of ICM as a specialty. Whatever the solution, the first step is to quantify the problem. If our profession responds too late, we will face a crisis similar to that seen currently in Emergency Medicine and General Practice.
To this end, the Faculty of Intensive Care Medicine in the United Kingdom has been working for several years to identify the extent of the current and future ICM workforce problem and possible solutions. By the time this article comes to print, the 2017 workforce census will be well underway. My understanding is that the results will be used to inform the UK Department of Health and Higher Education England in order to assist with training and workforce planning. While I am not party to the work being undertaken by the Faculty, I strongly urge you to participate in the census and support the results being translated into meaningful output with the hope of breaking down the barriers identified by Dr Shah and colleagues. If we are to make our specialty a better environment in which to work whilst maintaining the highest standards of patient care, then we must unite and engage fully in supporting the process. Of course, a significant hurdle in such planning is the 'shifting sand' on which it is based. The recent pension changes and imminent new consultant contract are likely to alter individual retirement plans; even small volumes of such change may negate the findings of previous census results and workforce planning. Every future change to pension arrangements will lead to alterations in retirement planning; the law of unintended consequences. This, in turn, impacts on workforce planning. Until these variables become constants, the shifting sand will continue.
The above views/perceptions are those of one individual; they have evolved purely from working on the 'coal face'. It is an issue about which I feel passionate; however, it may be that you feel I am ill-informed. Whatever your view, it is vital that you take a stance (and a vocal one) both within your own hospital and more widely. This topic needs open debate and discussion and, as always, I very much welcome your thoughts on the matter.
